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Brief Clinical Reportsdrainage of her thoracic cavity was performed because of
empyema at the time of referral. The left-chest anastomosis
appeared well drained by means of computed tomographic
analysis, and contrast study showed no evidence of ongoing
leak and a well-positioned stent.2 The patient was followed
closely in the hospital and maintained on intravenous antibi-
otics. Nutritional support was through a jejunostomy feeding
tube. The esophageal stent was removed at 4 weeks after
esophagectomy and replaced because the defect appeared
to be healing well. The patient continued her slow improve-
ment, and then at 6 weeks after esophagectomy, she had
abrupt onset of massive gastrointestinal bleeding and hema-
temesis with hemodynamic compromise.3 She underwent
esophagogastroduodenoscopy in the operating room, which
demonstrated a gastroaortic fistula on removal of the stent.
An emergency thoracotomy was performed with primary re-
pair of the aorta and esophageal diversion with cervical
esophagostomy.4 She had a difficult postoperative course
and died 2 weeks later from multisystem organ failure.DISCUSSION
Our group has had an extensive experience with esopha-
geal stenting for leaks and perforations. This patient came
to us septic and debilitated from an uncontrolled postesopha-
gectomy leak that had been present for about 3weeks. As part
of our standard approach, we placed an esophageal stent to
exclude the leak and then drained the active infection by
means of thoracoscopy. This is the only patient we have
treated using this algorithm who has had a left thoracoabdo-
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retrospect. Although the stent was positionedwell and the pa-
tient was recovering acceptably from her septic insult, the re-
sidual infection around the aorta and the spatial relationship
of the stent to the aorta led to clear erosion of the distal aspect
of the stent through the proximal stomach and into the aorta.
In the patient with a leak who is seen after esophagec-
tomy, the complication of gastroaortic fistula has not been
reported previously. This case represents one of the first re-
ports of this complication related to the use of esophageal
stents5 and should raise concerns regarding esophageal
stenting for leak after a left thoracoabdominal approach for
esophagectomy because of anatomic considerations.4 There
is little doubt that the periaortic infection from the leak con-
tributed substantially to the eventual development of the gas-
troaortic fistula. As esophageal stents become used more
widely and with increasing frequency, one should be cau-
tioned regarding this potential complication.
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view. J Cardiothorac Surg. 2007;2:12.Giant mycotic pseudoaneurysm of the left main coronary artery after
pneumococcal pneumoniaDimitri Kalavrouziotis, MD, and Franc¸ois Dagenais, MD, Sainte-Foy, Que´bec, CanadaCoronary artery aneurysms are mainly atherosclerotic in
origin.1 Conversely, mycotic coronary artery aneurysms
are extremely uncommon. We describe a unique case of my-
cotic pseudoaneurysm of the left main coronary artery after
pneumococcal pneumonia.CLINICAL SUMMARY
A 62-year-old man without a history of cardiac disease
had chest discomfort of 3 weeks’ duration. The chest pain
was exertional but also varied with the patient’s position.ery c September 2010
FIGURE 1. Left coronary arteriography showing a contrast-filled space in
association with the left main coronary artery.
Brief Clinical ReportsThe patient’s history was notable for chronic lymphocytic
leukemia that had necessitated a splenectomy. Three months
before presentation, he had had pneumococcal pneumonia
complicated by septic arthritis and a pericardial effusion.
A pericardial window was performed at an outside hospital
and cultures were positive for Streptococcus pneumoniae. A
full course of appropriate intravenous antibiotic therapy was
completed with a satisfactory clinical response.
On arrival, an exercise stress test was clinically and elec-
trically positive at moderate workload and was associated
with ventricular ectopy and hypotension. Coronary angiog-
raphy showed a multilobulated contrast-filled space in asso-
ciation with the left main coronary artery (Figure 1). The leftFIGURE 2. Contrast-enhanced computed tomographic scan of the chest. A, A
coronary artery is shown by an arrow. B, The aneurysm (arrow) extends cepha
The Journal of Thoracic and Caanterior descending artery (LAD) was occluded but collater-
alized and a significant stenosis was present in the proximal
circumflex artery, which was dominant. Echocardiography
demonstrated a moderate hypokinesis of the anterolateral
and apical walls with an ejection fraction of 40% without
signs of endocarditis. Chest computed tomography (CT) re-
vealed a 6-cm pseudoaneurysm bulging behind and lateral to
the main pulmonary artery. The origin was thought to be the
left main coronary artery without communication with the
aortic root (Figure 2). There was no evidence of aneurysm
on a previous CT performed 3 months earlier for the evalu-
ation of effusive pericarditis. On clinical assessment, the
patient appeared well and was in hemodynamically stable
condition. Oral temperature was 38.2C and peripheral
blood cultures were negative.
The patient was taken to the operating room on an urgent
basis. Dense adhesions were encountered owing to the pre-
vious pericarditis. After cardiopulmonary bypass and aortic
crossclamping, the main pulmonary artery was divided to
facilitate exposure of the aneurysm. The aneurysm was en-
tered and its thickened and inflammatory walls were excised.
An aortotomy excluded the presence of a fistulous tract orig-
inating from the aortic root. The proximal left main coronary
artery was ligated. A saphenous vein was interposed be-
tween the aortic root and the proximal circumflex artery in
the atrioventricular groove. The LAD and posterior descend-
ing arteries were grafted with the left internal thoracic artery
and a saphenous vein, respectively. A segment of pulmonary
homograft was interposed to avoid undue tension on the
pulmonary artery reconstruction. Intraoperative cultures
were negative.
Postoperative recovery was largely uneventful except for
a mild self-limited delirium. The patient was discharged on
a 3-week oral antibiotic course. At 3 months’ follow-up, the
patient was well and without complications. A chest CT dem-
onstrated patent grafts without recurrent pseudoaneurysm.saccular aneurysm of the left main coronary artery is seen. The left main
lad along the left lateral surface of the main pulmonary artery.
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Brief Clinical ReportsDISCUSSION
Mycotic aneurysms of the coronary arteries are exceed-
ingly uncommon, accounting for less than 3% of all coro-
nary aneurysms.2 Most are associated with infective
endocarditis, although coronary stents are increasingly im-
plicated in the formation of mycotic coronary aneurysms.2,3
We present a unique case of a mycotic aneurysm of the left
main coronary artery in a splenectomized patient after a pneu-
mococcal pneumonia complicated by purulent pericarditis.
The rapid growth of the pseudoaneurysm within 3 months
coupled with the septicemia and purulent pericarditis support
the mycotic origin of the pseudoaneurysm. Pre-existing coro-
nary calcifications may have led to an initial endarteritis fol-
lowed by a contained rupture and purulent pericarditis.
Although the presentation was ischemic in nature owing to
coronary artery stenosis, it was likely that the pseudoaneur-
ysm caused compression on the coronary arteries as sug-
gested by the positional feature of the patient’s symptoms.
Preoperative assessment is essential to define the relation-
ship of the pseudoaneurysm to the surrounding structures.
High-resolution multislice CT allows excellent visualization
of the proximal coronary arteries and relationships with
surrounding structures. Although covered stents have beenFrom the Division of Thoracic Surgery,a Ospedali Riuniti, Ancona, Italy, and the
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open surgical management remains the gold standard for
patients without prohibitive risk.4,5 Access to a pseudoaneur-
ysm of the left main coronary artery requires transection of the
main pulmonary artery in most circumstances, especially in
the presence of dense adhesions, as in the present case. Un-
roofing of the aneurysmwallwith proximal ligation of the cor-
onary artery is mandatory. Although technically challenging,
in situ revascularization of the proximal circumflex artery is
feasible, as performed in our case. The proximal LAD is often
difficult to revascularize and is probably best revascularized
with the left internal thoracic artery. Appropriate antibiotic
treatment is essential to minimize recurrence.
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versus double chest tubes for suctionAlessandro Brunelli, MD,a Stephen D. Cassivi, MD,b Juan Fibla, MD,b and Luca Di Nunzio, MD,a
Ancona, Italy, and Rochester, MinnRecent studies have shown that a single chest tube after
pulmonary lobectomy is at least as effective as 2 chest tubes
in evacuating air and fluid from the pleural space.1-3 In addi-
tion, a single tube may produce less pain and may be a more
suitable option for patients being treated with fast-tracking
approaches. Most surgeons still favor the use of 20 cmH2O suction in the first postoperative hours, with the theo-
retic aim of promoting lung expansion. This level of suction
has persisted in most practices since being adapted from
early thoracic drainage devices designed by Emerson in
the 1940s. The benefits of chest tube suction, however, re-
main a topic of debate. This study investigated whether
the use of 1 or 2 chest tubes after pulmonary lobectomy
might influence the level of intrapleural pressure as mea-
sured in the first postoperative hours.MATERIALS AND METHODS
The study was approved by the local hospital institutional review boards,
and patients gave informed consent for collection and use of their data in the
database for research purposes. This post hoc analysis of a prospective study
to assess the efficacy of a novel chest drain system included 145 patients un-
dergoing pulmonary lobectomy through a lateral muscle-sparing thoracot-
omy in 2 separate thoracic surgery centers (2007–2008). After completion
of the lobectomy, 2 chest tubes (1 at the apex and the other placed at the
base) or 1 chest tube (placed in a lateral position up to the apex, all tubesery c September 2010
